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MR. PRESIDENT AND FELLOWS OF THE COLLEGE,-Unde
the terms of the lectureship, the Bradshaw lecturer is free tl
promote the interests of medicine by a discussion of an;

, 
relevant subject. I have undertaken, therefore, to bring ti
your notice a short account of the neuroses and psychoses o
war, confining my remarks especially to the neuroses mor4
directly attributable to the stress of active warfare and wha
has been popularly called "shell shock." Without thi:
limitation it would have been neceseary to have begun witl
a description of the neuroses and psychoses which occm
during the training of the recruit. This, indeed, might b(
a fruitful introduction to the subject, as the nervous anc
mental disabilities of this period are instructive in relation t<
those of active warfare. Daring the early months of th(
war, under the voluntary system of recruitment, neurasthenic
symptoms were not uncommon in association with conflict:
in the minds of conscientious men, who were torn betweer
duty to their country and their personal feelings, opinions,
and habits.

NEUROSES AND PSYCHOSES OF TRAINING.
In more recent times, under compulsory service, many men

have entered the army who are constitutionally and by
upbringing and education unable to adjust their outlook tc
service conditions. In other words, the young soldiel
becomes neurasthenic owing to a failure of adaptation to a
continued emotional cause and the struggle to bring about
such adaptation (Dejerine). This failure may take the form
of either a nervous or a mental disability.

In the neurasthenic type the symptoms are those well
known in the neurasthenia of civil life-fatiguability,
digestive disturbances, vague myalgic pains, and hypoehon-
driacal feelings. This is a nervous reaction to camp life, and
is frequently accompanied by fears and dreads in anticipa-
tion of what may happen when the soldier proceeds on active
service, such as death or serious incapacitating wounds. A

large number of these men are constitutional neurasthenics,
and have suffered from a nervous condition previous to

joining the army. 1
Those who have had opportunities of working in the mental

war hospitals know how frequently young soldiers, especially
when below the normal standard of mental development,
are prone to mental breakdown during the early months of
training, and how readily any latent morbid or abnormal
trend may be brought quickly to the surface under the stress
of camp life and military discipline. (Henderson.2)

PSYCHOSES OF WAR.

Although a large number of recruits with definitely neuro-
. pathic or psychopathic tendencies may pass throogh the

period of training successfully, there remains a liability to
breakdown when the soldier finds himself under the stress
and strain of active service. Here the emotional causes are
obviously more potent and more continuous, and the psychoses
are the reactions to a situation which cannot be adequately
met. Although the statistics from the mental war hospitals
differ to some extent, one is struck by the numbers of mental
defectives and of those with known psychopathic heredity or
disposition admitted as patients. Approximately 10 per cent.
of the patients coming into the mental war hospitals from
overseas have had a previous attack of certified insanity.
A confusional psychosis is probably the most common type

of mental reaction observed in soldiers coming from overseas.
In many cases it is superimposed upon a foundation of feeble-
mindedness. In others it forms the basic reaction and is
attributable to a cerebral commotion, shell shock, or psychical

’ 

trauma occurring in soldiers with a psychopathic inheritance.
In both these types the. prognosis is good, the duration ot the
confused state being relatively short and lasting from a few
days to several weeks.
There is another variety in which a confusional psychosis

is the early phase or the onset of an underlviner and more

deeply rooted disorder, such as dementia praecox. Eager 3
has recorded that amongst the large number of cases
admitted to the Lord Derby War Hospital 28 per cent.

belonged to the manic-depressive group, 19 per cent. were
. classified as mental deficiency and delusional insanity
. respectively, and 8 per cent. as dementia praecox.

Although the study of mental reactions attributable to
stress of campaign is of great psychiatric interest,4 I do not
propose to continue the subject further, but ask you to

.) accompany me to a neurological centre in France, where We
shall have an opportunity of observing some types of cases
illustrative of the neuroses of war.

T CLINICAL TYPES OF WAR NEUROSES.
1 ’0 We would see amongst the patients men who had been
y sufferers from a war neurosis on previous occasions, and who
&deg; had been returned to duty."f We would see also young and inexperienced soldiers who
 had given way to fear or alarm at their first experience of"* bombardment. Some of them would show the acute sym-
11 ptoms of fear in dilatation of the pupils, staring eyes, rapidb action of heart, and sweating. Others would give the
z impression of having lost, at all events for the time, their
ie self-respect and self-confidence. A few of them exhibit
d rhythmical tremors, which had, no doubt, been involuntary
10 and irrepressible at first, but which were now within the
e 

range of voluntary control and susceptible of relief by
&deg; distraction, persuasion, and encouragement.
is There would also be patients suffering from fatigue and
 

nervous exhaustion, requiring rest in order to restore them
’ to duty. The symptoms complained of by these patients,

in addition to a sense of weariness, consist of irritability
and jumpiness, with difficulty in concentrating attention.

1 Some would probably say that their sleep was disturbed by
 unpleasant dreams connected with their duties, and that
3 they had difficulty in falling off to sleep and might waken
r with a start. Others might complain of palpitation,
 giddiness, breathlessness, and a feeling of oppression or

t anxiety in the region of the’heart.
i Our attention would be called to another class of case in

which the symptoms are those of an anxiety neurosis. The
1 patients are commonly young officers. A frequent history
, is that after he has been abroad for several weeks or months
- the officer begins to sleep badly and loses appetite. Worry
i and anxiety follow on this ; he loses confidence in himself
- and thinks that he is incapable of doing his duty adequately.
3 He becomes shaky, unduly emotional, and finds that his
L sleep is disturbed by nightmares referring to his experience
, of trench warfare. Even the waking hours may be dis-
) tressful from the acute recollection of these experiences

intruding into his memory. Headache, mental depression,
1 and a fine tremor may accompany these symptoms, but the
 reflexes are normal, the tongue is clean, and the pulse of
, normal frequency. In the more exaggerated types fears as
E to his sanity, as to his ability to " carry on," as to whether
L his comrades may think he is a coward, begin to obsess him.
9 This condition may continue, and the soldier perseveres with

his work until a commotional shock, an upsetting experi-
ence, or bad news from home precipitates an incapacitating
disability and he is sent to hospital.
On our progress through the wards our attention would be’ 

called to a class of case presenting very definite objective" 

signs, such as we are accustomed to see more commonly in
’ 

the neurological hospitals at home. Probably the largest
’ 

class would show speech defects, such as mutism, deaf-
’ 

mutism, aphonia, and stuttering. Others would present
r 

diverse types of tremor and tic-like movements. We would
’ 

see various forms of paralysis, especially of the lower limbs,
with disturbances of gait of the astasic-abasic type. We
might see one or more cases of bent back."
Examination would reveal the fact that these symptoms

were of a functional or hysterical character, and that many
of the patients had been admitted to hospital in a state of
stupor following a shell explosion or burial.

 " STUPOR, DELIRIUM, AND AMNESIA.
The cases forming the next group are especially interesting,

as they demonstrate what may be regarded as the most acute
expression of psychoneurotic symptoms, due to fear, horror,
and profound emotional or commotional causes. Stupor and
delirium are the outstanding features, and of the two types
one is distinguished by torpor or cerebral inactivity, the other
by what has been called" visionary " or " oneiric" delirium.
The symptoms of the stupor type are quite distinctive. In

T



614 COL. W. A. TURNER: NEUROSES AND PSYCHOSES OF WAR.

the more severe class of case the patient is entirely uncon- i
scious of his surroundings ; he lies motionless in bed and
makes no reply to questions ; his eyes show no recognition
of what is before them ; all the usual tests applied with the
object of arresting his attention fail to provoke a response.
A close examination reveals in many cases some rigidity of
the limbs of the catatonic type. The deep reflexes may
be normal or exaggerated ; the pupil light reflex may be
impaired or lost ; the plantar response may be flexor or

abolished. Urine may be passed normally, or catherisation
may be necessary for a day or two. Swallowing is effected
usually without difficulty.

In milder cases stupor is less profound. The patients
may carry out simple actions, but in a slow and hesitating
way. They present a dazed or confused appearance, are
startled easily, and take little or no notice of what is going
on around them. In the other type the delirium is accom-
panied by gestures. These patients would appear to be

living as in a dream through a recent terrifying experience.
When information has been obtained as to the onset of the
symptoms it has been found to be connected with a psychical
shock, such as the mutilation or burial of a comrade or
friend from shell explosion.
The duration of the stupor varies. In some instances the

intensity ’of the stupor may have passed away before
admission to hospital. It lasts usually from a few hours to
several days and may pass off suddenly or gradually. This

symptom is found mainly in young soldiers.
With the disappearance of the stupor the soldier may find

that he is mute, deaf, paralysed, or unable to walk without
assistance, the subject of a tremor, or, very commonly, the
victim of an anxiety condition in which intense headache,
battle dreams, insomnia, vertigo, lack of mental concentra-
tion, and fatigue are prominent symptoms. The memory for
the stupor period and probably also for some days ante-
cedent to it is obliterated. In the milder cases it is merely
confused and uncertain. Cases may be found in which the
memory of the whole life antecedent to the shock has been
wiped out; and there are other cases in which the memory
of the specific emotional episode which precipitated the
stupor may be retained, though that of the subsequent days
is abolished. The amnesia of cerebral concussion is

probably more profound than in the emotional cases and is
of both retrograde and anterograde type. It is to this period
of stupor and amnesia that the soldier applies the term
"loss of consciousness " or "loss of memory."
The majority of the cases of stupor and delirium are

examples of psychoneurotic mental states, attributable to
fear and horror, but phenomena essentially identical to
them may be found in men who have been exposed to a
cerebral concussion or commotion.

ORGANIC AND FUNCTIONAL CONDITIONS.

At all times there may be a difficulty in the differential
diagnosis of the concussion from the so-called emotional
cases, but such diagnosis is more easily effected the earlier
the patient is brought under observation. A careful
neurological examination of men who have been exposed to
the effects of shell or mine explosion or who have been
buried and are suffering from loss of consciousness, stupor,
mental confusion, delirium, or paralysis would in some
instances reveal the physical, signs of minor structural
lesions of the brain or spinal cord.

In the writings of the earlier observers on this subject,
and in some at the present time, there is a tendency to
attribute many of the phenomena of shell shock and the war
neuroses to physical causes, such as concussion, fatigue, or
gas-poisoning, and perhaps to ignore, or at all events under-
estimate, the influence of the psychical factor. A school of
the French neurologists in particular has laid stress upon the
importance of " cerebral commotion " in the causation of the
psychoneuroses of war.
The modern school of psycho-pathologists, on the other

hand, may incline too much in the contrary direction, and
claim all the symptoms of the war neuroses to be of psycho-
genetic origin. This school maintains that the neuroses of
war arise from an inability on the part of the soldier to react
to his environment ; in other words, they are brought about
by a failure of psychological adaptation and to the repression
of one of the conflicting emotions which arise therefrom.

In many of the published records of cases of war neuroses
and shell shock the distinction has not been drawn with
sufficient clearness between those symptoms which arise

in consequence of physical and psychical causes respectively ;
nor is this altogether an easy matter, even when each case
has been examined neurologically in the earliest stages after
! the shell explosion.

We may now proceed to examine in fuller detail the origin
of the neuroses of war, and in particular their relation to the
sudden incapacitating agency of "shell shock."
’ CONCUSSION SHOCK.

i Some of - the French neurologists draw a distinction
, between direct and indirect concussion. 5 In the former

the symptoms are those of structural lesions of the central
nervous system. In the latter there is no visible external

, injury, but a "cerebral commotion" is produced indirectly
 by exposure to the forces generated by the explosion of

, powerful shells through atmospheric vibrations transmitted
 to the nervous tissues by the cerebro-spinal fluid.
The immediate clinical effect upon the soldier of cerebral

commotion due to the forces generated by the explosion of
 shell or mine is a loss of consciousness which may last from

i a few minutes to several days. This may give place to a
partial loss or " twilight state " of consciousness, with whichmay be associated mental confusion or a " visionary " delirium
resembling that which has been described.
A detailed neurological examination, therefore, is neces-

sary in quite the earliest stages of all cases in order to

determine the existence or otherwise of structural changes in
the central nervous system.

I We are indebted more especially to the French neurolo-
t gists, working in the neurological centres of the French
Armies, for observations on this point. The following have

been observed in the earliest stages of shock : muscular

 relaxation and hypotonia, impairment or abolition of the

’r deep reflexes, the presence of an extensor plantar response,our 
retention of urine, inequality of the pupils, and impairment

_ of the light reflex, haemorrhages into or rupture of the ’
retina, and voltaic vertigo. The examination of the cerebro-

n spinal fluid during the first two or three days following the

shock may exhibit blood staining, raised pressure, increaseof the albumin content, and sometimes a lymphocytosis.
8 

These objective signs may be quite transitory, and disappear
8 rapidly within a few days, so that when the patient is

s re-examined after a short interval, no evidence of their

dexistence is detected; but the presence of other symptcms
may be observed. It is most unlikely that concussion, pure

and simple, unaccompanied by any emotional element, gives
e 

rise to psychoneurotic symptoms. There is, however, a class

0 
of case probably belonging to the suggestion hysterias in

o 
which early organic symptoms may be succeeded by those of
a hysterical character.

"TRAUMATIC NEUROSIS."
It would appear, therefore, as if minor recoverable changes

of a structural character due to "commotion " may play an
1 indirect part through suggestion and association in the
911 pathogenesis of those symptoms, which disappear under
ar persuasion. This leads to the subject of "traumatic
1 neurosis," the original idea of which was that the nervous
o and psychical symptoms were dependent upon organic lesions
,n of the brain arising in consequence of the trauma. A con-
’’< ception more in harmony with current psychological doctrine
le attributes the symptoms of the neurosis to psychical causes.
al Farrar has thus expressed it :-

"The injury of nervous tissue is not necessarily the cause of any
t, possible manifestations which may follow, but it may serve as the

to starting point of certain trains of association which need never be fully
in the consciousness of the patient, but which nevertheless eventuate

ax in the developed fixed neurosis, with all its psychical, neurological, and
3r somatic phenomena."
r- The chronic symptoms of the fixed neurosis or sequels of
of concussion are, on the neurological side, persistent and often
ie severe headache, photophobia, hypersesthesia to sounds,
Ie vertigo associated with labyrinthine hypersesthesia, insomnia,

and battle dreams. On the psychological side, loss or per-
er version of memory, irritability, loss of self-confidence,
id defective concentration and slowness of thought, over-

o- emotivity, depression, anxiety, and even melancholia.
of Amongst these symptoms are several which are more charac-
ct teristic of the anxiety neurosis, such as over-emotivity,
ut "terror dreams," anxiety and depression. It is unlikely that
n concussion gives rise to anxiety unless this neurosis was in

process of development at the time of the shock. Con-
es cussion, therefore, happening to soldiers in whom neurotic
th symptoms are already present, may cause a sudden accentua-
se tion of the anxiety picture.
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Although the symptoms mentioned may scarcely be

regarded as peculiar to cerebral commotion in the orthodox
sense, they are characteristic of quite a numerous class of
patients in the war hospitals at home. The course of this

disability is always protracted and improvement may not
take place until after many months. From the purely
military standpoint the class is important, as a relapse
almost invariably follows a return to active service. More-

over, it is always a difficult matter to determine just the
point where the neurosis merges into a subconscious or

partially conscious exaggeration of symptoms. So many
influences combine to favour exaggeration or prolongation of
symptoms in soldiers, such as return to further service,
permanent incapacity, and considerations over pensions,
that there is no question in the whole range of psycho-
neurotic disorders upon which medical officers have

greater difficulty in giving a decision. But malingering in
the sense of being a conscious and reasoned simulation or
creation of a pathological picture for the purpose of deceit
is rare in our military neurological hospitals.

FAILURE OF PSYCHOLOGICAL ADAPTATION.

Contemporary psycho-pathologists maintain that all
neuroses are " reactive " disorders-that is to say, they are
the consequences of a failure of psychological adaptation
or readjustment to environment. Associated with the

process of readjustment is repression, which, as Rivers"
says, is not in itself harmful, but only under conditions in
which it fails to aelapt the individual to his surroundings.
The psychological history of every individual will reveal

how far he has been able to adapt his mental outlook to the
ordinary and accidental circumstances of his life.
On entering the Army. as we have seen, men may break

down owing to a failure to react normally and to readjust
themselves to the conditions of military service, discipline,
and training.
On entering the zone of the active operations of war

circumstances calling for adaptation and readjustment at
once present themselves, and it is remarkable how large is
the number of men who are able within a very short time to
react physiologically and maintain their nervous health for
long periods under the exacting conditions which charac-
terise modern warfare. It is not easy, for various reasons, to
estimate the number of men admitted to hospital on account
of war neuroses and the effects of shell shock, but an

approximate estimate puts the number at from 5 to 6 per cent.
of the total sick transferred to the hospitals at home.

It is well known that soldiers wounded physically do not
as a rule suffer from shell shock, although no doubt they
have been exposed to the effects of shell or mine explosion
just as have the unwounded. Wiltshire 12 explains the

immunity of the wounded on the ground that a physical
wound neutralises the action of the psychical causes of shell
shock, but it is more likely that the somatic wound, being
the ideal form of relief, is to the soldier the fulfilment of his
wish to get away from an intolerable situation. Both

anxiety and hysterical symptoms may appear later on,
when the wound is healed. In all warfare, but especially in
the trench form, which has been a special feature in the
present war, numerous factors are at work to impair the
soldier’s resistance.

PRODROMATA OF "SHELL SHOCK."
It has been stated by one writer on the subject (Forsyth 12)

that the situation derives its psychical importance from the
fact that it involves the risk of death.

Core,1’ in a suggestive paper on 11 instinct Distortion
or War Neurosis,"points out that in modern warfare men are
daily put into positions of imminent danger ; the danger to
life under certain conditions of military duty may be so great
as to render death a practical certainty.

Ma,c0urdy,&deg; who has written an instructive paper on the
war neuroses, gives a graphic account of the development of
the anxiety states, which are amongst the commonest of the
war neuroses. This writer has referred in detail to the
mental conflict in soldiers on active service, and officers in
particular, between desire to continue on duty and the
repression of an increasing feeling of incapacity and
apprehension. The soldier becomes fatigued and his adapta-
tion becomes weakened and finally lost. He feels every day
more acutely sensitive of the horrors around him. He
becomes apprehensive and his courage is forced. He begins
to feel ashamed that he may be regarded as a coward by his
comrades. He grows mentally and nervously more unstable. ,

He regards as a weakness the thought of going sick. He
fears that he may not be able to hide his fear.
Under the influence of mental conflicts such as these

the soldier may resort to reckless and daring deeds. He
becomes hypersensitive, irritable and jumpy, and his sleep
may be disturbed by dreams connected with his duties.

Eventually the idea develops of how he can escape from an
unbearable situation, and sometimes with this the desire for
death and thoughts of suicide.
When this degree of mental anxiety and depression has

been reached, and in many cases long before, any shock may
precipitate a breakdown. Amongst such shocks may be
horrible sights, partial burial in consequence of shell or mine
explosion, an unusually dangerous situation, a serious dis-
appointment or bad news from home, but most common of
all a cerebral concussion or commotion from shell explosion.
The effect of one or other of these traumata, but especially
the last, is the onset of a stupor, a delirium, or an amnesic
fugue. "

PSYCHOLOGICAL CONTENT OF STUPOR.
The acute or major symptoms of the war neuroses follow ’

upon the shell explosion or other precipitating cause.
The onset of these symptoms occurs usually under two

conditions. First, they are observed as the soldier recovers
from a stupor or amnesia of the onset and duration of which
he has no recollection. In some cases, however, a brief
interval may elapse between the shell explosion and the loss
of consciousness, in which an emotion of intense fear or
horror may be active.

Secondly, the symptoms may develop after an interval of
variable duration from the shock, during which the soldier
may have attempted to " carry on," may have been found
wandering behind the lines in a somnambulistic " fugue," or
may have been able to find his way back, alone or assisted,
to a regimental dressing-station or ambulance. In this last
event the memory of what has occurred is retained, although-
the mental perspective may be blurred, and the man may
state that he " fainted " or was momentarily stunned at the
time of the shock. These patients may be able to describe
the circumstances of the shell explosion or give a vivid
account of the horrible sights which they had seen.
As already described, the shell shock is the coping-stone

or precipitating agent in a series of mental pre-occupations
which may have troubled the soldier for weeks or months.
It will be of interest, therefore, to analyse, so far as this is-

possible, just what is the psychological content of the
stupor, as the effect of it upon the soldier’s mind is such
that he traces the development of his subsequent symptoms
mainly to the loss of consciousness our " loss of memory 

"

which he associates with the shock. In some cases stupor-
amnesia is of &deg;&deg; dynamic nature, arising from a cerebral
concussion or commotion. In other cases it is " functional "

and of a psychical character, but it is not unlikely that the
latter may emerge from an original transient commotional
loss of consciousness.
W. Brown,15 who was for some months in medical charge

of a neurological centre in France, says that an examination
of many of these cases under hypnosis shows tjhat there is a
dissociation or splitting of the personality rather than a true
loss of consciousness. He is of opinion that the stupor-
amnesic phase corresponds to a period of subconscious
emotional development dominated by fear and not to the
working merely of suggestion. Acting on this hypothesis,
he has treated his patients by means of light hypnosis,
during which they go through their trench experiences, and
in this way " work off 

" the suppressed emotion. It is this
which, in his opinion, brings about the return of the power
of speech, and not direct suggestion.
Myersy who also has had favourable opportunities of

studying cases of shell shock in the stupor phase, states that
under hypnosis these men often become excited, and not in-
frequently show clear evidence of living again through scenes
which come vividly to their minds. In his view, dissociation
arising from inhibition is the fundamental cause of the effects
of shell shock.

MUTISM AND ASTASIA-ABASIA.
It has been mentioned already that certain objective

functional symptoms may be observed as the soldier emerges
from the stupor which follows a shell concussion or

psychical shock. Of these the most important are mutism,
deaf-mutism, and the minor speech defects-aphonia and
stuttering. Indeed, mutism and deaf-mutism are prominent
symptoms during the period of stupor, and are attributable
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to the inhibiting influence of the fear or horror which
underlies the stupor.
Mutism is accompanied frequently in the earlier stages by

other symptoms of the neurosis, such as headache, tremors,
twitchings of the limbs, and insomnia ; and, apparently as a
kind of counterpoise to the dumbness, a certain fluency of
expression in writing is not uncommon.

Myers, who has made a special study of mutism in relation
to shell shock, states that in nearly every instance mutism is
closely dependent on some form of stupor and is a relic of
that condition after it has passed off. As he regards stupor
as a state of functional inhibition, it is not difficult to
understand that inhibition should disappear last in the case
of hearing and speech, which are the two main channels of
intercourse with others.
Another and less common motor disability resulting

directly or indirectly from the effects of shell shock is
astasia-abasia, in which on attempts at walking the limbs
are incapable of action, in spite of obvious effort to move
them. This paraplegic disorder may be accompanied by
clonic tremor. It is observed in many atypical forms, some
of which resemble the disordered gait accompanying organic
disorders of the nervous system.
A variety of this disability is accompanied by anxiety, in

which the patient is obsessed by a fear that he is unable to
walk ; he clutches at any support; he can only be made to
take a single step forward, and if he puts one leg forward

_ he quickly draws it back, certain that he is about to fall.
These disabilities of speech and gait, if left untreated in

the early stages, may become "habits" and join the other
functional disorders described under hysteria as uncon-

sciously developed " defence mechanisms."

ANXIETY AND DEPRESSION SYMPTOMS.

The anxiety neurosis and anxiety depression are amongst
the most common symptoms of the war neuroses. They may
occur alone or in association with mutism and paralytic
symptoms. We have already seen the development of an
anxiety neurosis prior to the receipt of the psychical shock
or cerebral commotion. The effect of these agents is to
determine a more acute development of symptoms, which
incapacitate the soldier and render him temporarily unfit
for duty. The outstanding symptom of the anxiety neurosis
is the recurrence of terrifying nightmares or ’’ terror dreams "

which torture the patient during sleep, and in consequence
add to his troubles a fear of going to sleep.

Mott,17 who has made a study of them, says that although
the soldier sometimes may have no conscious recollection of
the dream he may wake up suddenly in terror, bathed in
perspiration, or he may have been heard to shout in his sleep
and seem to go through a pantomime of fighting with bombs,
rifle, and bayonet.
The patient’s progress towards recovery may be estimated

largely by the degree and frequency of his dreams. The first

sign of recovery from the neurosis is when the dreams no

longer wake the patient, although he may remember that he
has had them. As the patient continues to improve the
element of fear disappears from his waking life and in the
course of time from the dreams. (Core.)
The prominent mental symptom of the anxiety neurosis is

depression, coloured by underlying fears and dreads. This

depression is not continuous, nor is it of the negative type
characteristic of the melancholic. It may be revealed

outwardly by a drawn and anxious facial expression, and a
lack of interest or of desire for companionship. There are

periods when the patient is relatively free from anxiety, but
such spells of intermission may be broken by apparently
causeless waves of depression, accompanied by anxiety an(
apprehension, and often associated with the intrusion int,
consciousness of the memory of a particular and unpleasan
incident of war experience.

Rivers has pointed out that many of the most trying ani
’distressing symptoms of war neuroses are not the direc
result of the strain and shock of warfare, but are due to th
attempts to banish from the mind distressing memories c
painful affective states which have come into being as th
result of war experience.

Rows 1 has shown that of equal and perhaps greater in
portance in the maintenance of the anxiety symptoms i
soldiers, after the more acute or immediate symptoms of tt
war shock have passed away, are the memories of exper
ences in earlier life, with which a strong emotional tone
connected. These memories may be revived in dreams, whic

are often added to the war dreams ; or they may be associated
with delusions and hallucinations of hearing, often of a
persecutory type.

Cases such as those last mentioned, and they are not so
uncommon as might be supposed, require prolonged mental
analysis and much patience for their elucidation. If the
patient can be brought to understand the nature of his
trouble, to face it, and to recognise in it simply a memory
of the past, the anxiety will lessen and eventually disappear.
An objective sign of the anxiety neurosis observed at the

outset and subsequently is profound loss of body weight.
This may occur to a remarkable extent, up to as much as one
or two stones. The recovery of the weight is coincident with
the disappearance of anxiety and general improvement in
the patient’s health. Lowered blood pressure and an

unusual degree of fatigue on physical effort are associated

phenomena.
A number of those who suffer from the milder forms of

the anxiety neurosis, coming home from overseas, recover ,

in a relatively short time, varying from a few weeks to
three or four months, under conditions entailing rest,
quiet, and attention to sleep. About an equal number require
special psycho-therapeutic attention before they find relief
from their more persistent symptoms. But if the mental
disorder has become fixed and systematised the difficulties
may be great, and recovery will not always take place.

SYMPTOMS IN OFFICERS AND MEN.

It is a common observation that symptoms of anxiety and
so-called neurasthenia are more common in officers, and that
the more objective symptoms of hysteria-mutism, con-

tractures, paralysis, astasia-abasia-are more frequently
observed in men. In a general way this is true, but a
combination of anxiety-depression and gross hysterical sym-
ptoms is by no means uncommon amongst men in the ranks.

Several explanations of this difference have been offered,
but the most likely reason is found in the position of
greater responsibility in which the officer is placed, and to
the mental struggle which he undergoes in order to banish
from his mind doubtings as to his adequacy or competency.
The statement has been made that the mental background
of hysteria in the men is an attitude of antagonism to the
fighting, accompanied by an idea of release from an unbear-
able situation (McCurdy). This release may be obtained
through several agencies, but a slight concussion, a psychical
shock, partial burial, a minor and not necessarily incapaci-
tating wound, an accident or an illness, may be sufficient.

HYSTERIA IN SOLDIERS.

The functional disorders of speech have been given
separate mention, as mutism is due to dissociation arising
from inhibition or subconscious emotional development during
stupor. Interference with consciousness, indeed, appears to

be the crucial test of so-called shell shock."
In Dejerine’s19 view emotion alone is much more powerful

than suggestion in creating symptoms by dissociation,
! although he admits the secondary role of suggestion in the

persistence of hysterical symptoms.
: Babinski,21 on the other hand, holds that suggestion plays

the essential part in the production of hysterical phenomena,
and that the neurology of the war has strengthened in his
mind the idea of the indispensable r6le of suggestion in their
production.
1 It has been observed by all workers in the neurology of the
war that hysterical manifestations are less frequent and less
striking in the front lines. It is when the soldier is removed
t to calmer surroundings away from danger, such as a casualty
yclearing station, that the psycho-neurotic, condition comes to
1 light. If the patient is not treated suitably at this period
o the emotion which causes the symptoms becomes fixed and
t more deeply rooted the older its inception. Hence hysterical

paralyses, contractures, disorders of speech, of hearing, of
d gait, and of vision are more numerous in the base hospitals,
and especially in those at home.
.e Local trauma, such as a minor gunshot wound when
)r applied to any part of the body, may produce a psycho-
ie neurotic disturbance in a predisposed person. It acts

through auto-suggestion, as well as through emotion, in that
1- it creates the idea of an organic disorder and constitutes the
in agent which fixes the neuropathic condition.
1e The onset of local pain also, with or without bruising of
u- the part, may act as a determinant of a functional disorder.
is Following upon a fall or being thrown against some object
jh in consequence of shell explosion or burial, but without any
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loss of consciousness, the soldier may complain of a severe
pain in the back, which may be followed by loss of power in
the legs of a functional character. In other cases the pain
may interfere with extension of the spine. In order to

relieve the pain an attitude of flexion of the body is assumed,
and the condition known as " bent back " or camptocormia
is evolved. This is primarily an antalgic posture, which
may eventually lead to a contracture of the muscles of the
trunk of hysterical character.
Hysterical contractures of the hand or foot are frequently

the outcome of a wound of the arm or leg, with or without
implication of the peripheral nerves of the limb. The excit-

ing cause may be anything from a slight and superficial
abrasion to a penetrating gunshot or’shrapnel wound. Some-
times the contracture instantaneously follows the receipt of
the wound, but in the majority of cases it would appear to
be the outcome of suggestion following immobilisation of the
limb in a sling, splint, or other mechanical apparatus.

It is not exceptional to find paralyses and contractures
preceded by more or less vague pains in the joints of limbs
which have been bruised. These pains may be the origin of
hysterical paralyses or contractures, apparently of spon-
taneous origin, and which persist long after the pain has

disappeared. Hysterical disorders, moreover, may develop
while the soldier is in hospital suffering from a medical or
surgical disability, connected or not with war experience, such
as trench feet or appendicitis.
Most of the war hysterias, if allowed to become habitual,

are eventually "defence mechanisms," developed uncon-

sciously, but persisting as reactions against various con-

tingencies, of which the chief is a desire not to return to the
firing-line or, indeed, to any form of active warfare.
Any suggestion of organic disease on the part of the

medical officer, on whose opinion the soldier rightly lays
great stress, should be carefully avoided, as the latter is

always readyto accept and retain in his mind any suggestion
that he is not likely to recover.

TREATMENT OF WAR NEUROSES.
It is a matter of practical experience that the hysterical

symptoms of the soldier can be cured rapidly and effectively
by a well-directed and convincing psychotherapy, consisting
of suggestion, persuasion, and re-education. On the

contrary, their duration and persistence may be prolonged
indefinitely by repeated changes from one hospital to another
and by unsuitable and misguided methods, by which is meant
a therapy promoted to suggest to the patient that he is

suffering from a serious disability of organic nature, especially
when this treatment is carried out in an atmosphere of

sympathy and hero-worship. Treatment given at spas,
where great attention is paid to electrotherapy, balneo-

therapy, and massage, undoubtedly tends to fix the neurosis
in the patient’s consciousness.

It is universally admitted that the sooner soldier patients
suffering from any form of functional nervous disorder are
submitted to a therapy in accordance with the psycho-
genetic origin of their symptoms the more rapid and satis-
factory is the cure.
PROVISION FOR TREATMENT OF THE NEUROSES IN THE

ARMY.

Early in 1915, in consequence of the large number of cases
of this character requiring expert diagnosis and treatment,
the Director-General of the Army Medical Service established
neurological sections in all the general Territorial hospitals
in the United Kingdom, under the care and direction of
physicians who had special knowledge of. and experience in,
diseases of the nervous system. A limited number of special
hospitals were also set up for patients suffering from the
more obviously psychical effects of shell shock and the war
neuroses, and who were not suitable for treatment in general
hospitals. 22
As time went on fuller knowledge and larger experience of

these cases were acquired from a study of them in the special
hospitals. It became evident that the multiform symptoms
of the war neuroses and minor psychical disturbances

following stress and strain of the campaign were of

psychogenetic origin, and that a knowledge of normal and
abnormal psychology and of mental disorders was essential
in order to obtain correct insight into diagnosis and skill in
treatment.
In consequence a larger measure of success attended the

treatment of those patients in special than in general hos-
pitals, where the essential conditions of treatment were not

available. Numbers of soldiers, therefore, were being dis-
charged from the service on account of functional nervous
disorders of a kind curable under proper conditions of treat-
ment. In order to remedy this state of affairs it was neces-
sary largely to increase the number of special hospitals, to
divert as far as this could be done the admission of func-
tional cases from the general to the special hospitals, and to
make provision for the training of special medical officers.
Recommendations based on these principles were laid before
the Director-General at a conference of neurologists and
psychologists at the War Office in the autumn of 1917, and
have now largely been carried into effect.

. 

Training ot Special Medical Officers.
In order to meet the needs of the special hospitals a

training centre for medical officers was established in con-
nexion with the Maghull Military Hospital, under the direc-
tion of Lieutenant-Colonel R. G. Rows, who has done so much
towards developing the psychological treatment of the war
neuroses. In addition to acquiring a sound clinical know-
ledge of these disorders medical officers are grounded in the
principles of psychology and psycho-pathology. I mention
this especially, as it is the first and at present the
only school of clinical psycho-pathology in this country,
although other training centres are now being estab-
lished. It is the hope of those who are interested in
this branch of medicine that so favourable an oppor-
tunity of continuing a school of this character should
not be allowed to lapse, and that something should be done
during the period of reconstruction after the war to establish
on a permanent basis and for the benefit of the civilian
patients one or more institutions similar to that which has
been founded to meet the urgent claims of the soldier.

Principles of Treatment of the War Ne2croses.
There would appear to be general agreement upon the

value of the segregation of soldiers suffering from the
neuroses of war and three to four years’ experience has
justified the principle. It is essential that these patients,
when segregated, should be under specially trained medical
officers and that "an atmosphere of cure" should pervade
the special hospital. The great value of segregation is that
all patients may be studied individually and all agents
determining causation, exaggeration or prolongation of

symptoms may be sought out and eliminated. There is no
evidence that in properly conducted hospitals these patients
imitate each others’ tremors or abnormal gaits, while it is
well known that in general hospitals the eccentricities of
conduct and behaviour of the hysterical patients make them
objects of curiosity and often of humour to the other patients.

It has long been recognised that the sooner the patients
are brought under skilled treatment the more rapid and
satrsfactorv is the cure. By these means the symptoms which
in the early stages are removable and "fluid" " are prevented
from becoming fixed and a " habit " established. The French
Military Medical Service recognised this early in the war
and established neurological centres in the zones of their
armies. In consequence of the success attending the treat-
ment of the war neuroses in these centres similar centres
were established in the areas of the British armies in the
winter of 1916-17.
A large number of cases of war neuroses in the early

stages of their disability derive great benefit from a modified
rest cure. In the later or "habit" stages a judicious
combination of suitably directed psychotherapy and selected
occupation, according to the mental and physical fitness of
the soldier, gives the most satisfactory results. Occupation
further supplies the best means of grading the soldier when
the time arrives for his discharge from hospital to duty.
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FACTORY AND WORKSHOP CONDITIONS
AND THE PREVALENCE OF

PULMONARY PHTHISIS:
THE NEED FOR AN INDUSTRIAL HEALTH SERVICE.

BY BENJAMIN MOORE, D.Sc., F.R.S.

THE recent inspiring speech of the Prime Minister, dealing
with industrial health conditions after the war, has led the
civilised world to hope for the dawn of a new era, in which
all the resources of science and research wlll be as

strenaously employed in devising means for the preservation
of life, health, and happiness as they now are in the
invention of instruments of destruction and the production
of untold suffering and human misery. The recent Census
of physical fitness for military service has, moreover, revealed
appalling shortcomings in the physique and health of our
nation, which possesses a well-deserved repute as one of the
healthiest and most hygienic of all civilised peoples.

This being the case, it is little wonder that the attention
of both statesmen and people is turned with one accord to
the urgent problem of applying the knowledge of science to
the eradication of disease and the evolution of a physically
fitter race. If disease caused, as is so commonly erroneously
supposed to be the case, an elimination of the unfit, then the
recent Census ought to indicate that Great Britain would
soon be inhabited by a superbly fit race, for it contains

assuredly a sufficient number of people who have been
attacked or are now suffering from the ravage of disease,
hitherto unsuspected, and unrevealed by our present methods
of attempting to bring the doctor in touch with the patient.
But disease is unfortunately no eliminator of the unfit,

and never was; it is merely a blind destroyer, like the
mechanism of war, and its bullets fall like rain upon the
just and the unjust, the fit and the unfit, and maim and
slay both alike indiscriminately. The fittest individual to
resist and survive in an unhealthy environment may not be
the fittest to survive in a healthy environment, and it is
the latter, not the former, that is required, for the higher
purposes of the best civilisation.

Phthisis has deprived the human race of some of its

greatest geniuses at the period of their maximum produc-
tivity, and the loss to civilisation has been incalculable. At
the same time that this disease has robbed the world of men
and women of the highest mentality there exists not an iota
of proof that the destruction of the millions who have
succumbed to it has by one jot improved the physique of
any race. Rather by the misery and semi-starvation which
have followed the decease of parents the physique of the
race has deteriorated, and if tuberculosis could be eliminated
the general standard would improve, for susceptibility to the
Bacillus taberculosis by no means connotes general physical
debility.

Incidence of Phthisis.

During the past few years I have been engaged in a series
of efforts to study in how far the rate of incidence of phthisis
in the different sections of the community varies with the
nature of the employment, and the strain of living con-
ditions, such as indoor and outdoor work, and prolonged
or irregular hours of employment. For the purposes of this

inquiry I have made many observations of the actual con.
ditions of work in those occupations most heavily hit by thie
disease during prolonged visits to workshops, and investiga.
tions of workmen in such crafts after long periods of over.
time ; secondly, I have studied statistically and individually
the insurance cards since the beginning of operation of th(
National Health Insurance Act ; and, lastly, I have investi

gated by means of the returns of the Registrar-General thE
effects of the aggregation in workshops of men engaged upot
urban types of labour as distinct from the effects of urbal

housing as shown by the incidence amongst the female urbal
populations.
The results of the last-named type of inquiry are so striking

and demonstrate so clearly the effects of urban types o
employment in increasing the prevalence of phthisis that the,
deserve some brief description at a time when it is becoming s
essential to conserve the young adult male population. Th
other methods mentioned will only be used incidentally t
point out methods by which the evil may be minimised.

It is fairly well known that phthisis destroys more live
amongst males than amongst females, it is less know

that this applies only to urban conditions of life and that
the exact reverse holds for rural dwellers; nor is it appre-
ciated that the greater death-rate amongst males is entirely
due to the modern conditions of factory and workshop life,
and did not exist 70 years ago. Again, up to the period
when employment begins, or at least began before the war-
that is to say, the fourteenth or fifteenth year of life-the
death-rate of females from phthisis is about 50 per cent.
greater than that of males, and between the tenth and
fifteenth years, whether in town or country, the death-rate
from phthisis of girls is almost double that of boys.

Until the twentieth year is reached the mortality in both sexes .

is considerably greater in rural districts than in urban districts,
between the twentieth ’and thirtieth years the conditions
become reversed, and after the thirtieth year there commences
an enormous preponderance of the disease amongst urban
males which is not shared by urban females, and no such
disparity is observable between rural males and rural females.

Eoonomio Importance of Mortality from Phthisis.
The enormous importance of these variations may be

appreciated from a study of the accompanying graphs, in
which the death-rates have been calculated and plotted at
different age-periods from the figures given in the last pub-
lished decennial report of the Registrar-General for the
decennium 1891-1900.

It scarcely strikes the imagination when flat rates at
all ages for males and females in town and country are
given, such, for example, as that, per million living, there
die annually 1750 urban males, 1250 urban females, 1317
rural males, and 1240 rural females. But when the death-
rates are plotted graphically and it becomes apparent that
nearly all the differences lie in the main working period of
life between 25 and 65 years of age, and that in this all-
important interval rural males and both urban and rural
females possess death-rates lying nearly at the same level,
while urban males on the average throughout the whole of
England die at doilble this rate or over, then it becomes
manifest that the sauitarian stands face to face with a great
problem worthy of the completest investigation.
When it is remembered that the vast majority of the males

of the country are engaged upon urban occupations, it is

easily realised that this doubled death-rate from phthisis
means an annual loss of several thousand males in the

economically most efficient period of life. From this the ’

purely materialistic standpoint alone, each such life is worth
some hundreds of pounds to the community, so that the
aggregate annual loss from deaths alone far exceeds what it
would cost to limit the loss on the lines presently to be
proposed. The death-loss alone is, unfortunately, not the
only toll, for millions of pounds annually are lost by the
incapacity for work of those suffering from the disease. In
the next place, these sufferers are a constant source of

danger as carriers of disease to those who work or live with
them, and if the great excess of phthisis amongst these
urban males could be cut off by tackling its causes at their
sources, there would doubtless occur a decrease in the

’ incidence of phthisis amongst all the rest of the community.
Lastly, this enhanced rate amongst employed urban males,

which is responsible for the death of about one urban male
. in every five dying between 25 and 65, is one of the causes

of disparity in numbers between males and females in the
* 

physiologically reproductive period of life.. This disparity
’ 

was sufficiently marked before the war and is now being
accentuated by the large loss in young adult male life, so

- 

that any influence which can be set to work to reduce the male
- 

death-rate from phthisis towards that obtaining amongst
females is also highly desirable on sociological grounds.

_ Causes of the Disparity in Incidence.
3 Before proceeding to discuss the remedial measures which
i ought to be set in action, some additional discussion of the
causes of the disparity is essential, since these measures
themselves must be based upon the true causation of the

phenomenon.
g In the first place, the enormous difference during the
f working period of life between urban and rural males is not
y due to housing conditions, for if this were so similar differ-
o ences ought to be seen between urban and rural females, but,
.e as the graph shows, no such characteristic difference exists.

The form of the curve varies somewhat as between rural and
urban females, the maximum death-rate falling somewhat later

s amongst the town’s women, but taken throughout the whole
n period of life the death-rates are almost identical in value.


